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Abstract
Migrants compose a large proportion of the population in both the US and Switzerland.
The social vulnerability of migrants has been well-established in literature, but few studies have
attempted to compare healthcare policies and approaches that most effectively support migrant
health using multiple measures.
To fill this gap in the literature, this study will comparatively analyze of the efficacy of
US and Switzerland migrant health policies and services by assessing access to and quality of
care for migrants in each country. Four main features of healthcare systems were analyzed:
insurance policy, healthcare utilization, NCD outcomes, and patient perceptions of care. This
analysis was built around a literature review, data analysis leveraging the 2019 US National
Health Interview Survey and 2017 Swiss Health Survey, and interviews with migrant experts
from each country and a migrant in Switzerland.
Switzerland had more equitable utilization patterns between migrants and citizens as well
as more positive migrant perceptions of care, while the US had lower NCD prevalence among
migrants than citizens. Switzerland seemed to have more equitable insurance policy, but this
inference could not be confirmed due to lack of data. Ultimately, these results suggest that
migrant health is better supported by health policies and practices in Switzerland than in the US.
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Introduction
According to the UN agency International Organization for Migration, “migrants” are
people who move somewhere away from their home, whether just temporarily or permanently
("Who is a migrant?," 2019). Migration can occur within a region, state, or country or between
countries ("Who is a migrant?," 2019). Defined by such general characteristics, migrants include
a very broad population, which means there are large differences within this group ("Who is a
migrant?," 2019). This paper concentrates on international migrants, as their experiences as
newcomers are more easily comparable between countries.
In recent years, the United States has received about one million immigrants from abroad
annually, and in 2020, foreign-born people accounted for about 13.7% of the American
population (Budiman, 2020). Switzerland, which has recently been receiving about 50,000
immigrants annually, has an even greater proportion of foreign-born residents ("Immigration to
Switzerland continues to rise," 2019). Foreign-born residents accounted for about 38% of the
Swiss population in 2020 ("Population by migration status," 2020). About 23% of the foreignborn population in the US is undocumented, while about 18% of foreign-born are undocumented
in Switzerland (Budiman, 2020; "La Suisse doit mieux protéger ses sans-papiers," 2020).
As foreigners, they are often subject to discrimination and structural oppression in their
new place of residence, and the social, cultural, economic, and political challenges associated
with migration have led many to consider migration status as a social determinant of health
(Castañeda et al., 2015; "Study: Many Immigrants Perceive Racial Discrimination at Work, in
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Health Care," 2021). Within this population, there are many migrants who are more vulnerable
due to low educational attainment, lacking financial resources, and low proficiency in the local
language, among many other obstacles to high quality of life (Arcury & Quandt, 2007). In the
US, one of these most disadvantaged populations is Latinx migrant farmworkers, while in
Switzerland, this group is Arabs, who make up the majority of people entering Switzerland due
to displacement and safety threats in their home country (Arcury & Quandt, 2007; "Country
Profiles: Switzerland," n.d.). To prevent these pre-existing vulnerabilities from interacting with
the structural barriers to accessing high quality care in their new country, it is important for these
countries to dedicate attention and resources to protecting the health of this migrant population
(Castañeda et al., 2015).
The purpose of this paper is to determine which country’s healthcare policies and
practices are more conducive to migrant health with a focus on the most vulnerable migrant
groups in each country. Much of the past literature on healthcare structures and policies to
promote the best migrant health outcomes is specific to certain diseases or accessibility issues
(Diaz et al., 2017). Many of these studies also have “small sample sizes and high attrition rates,”
leading to inability to generalize conclusions from these studies (Diaz et al., 2017). Furthermore,
none of these studies compare healthcare policies between countries to identify the most
effective ones in promoting migrant health; they generally conduct randomized control trials on a
small scale to observe the effects of specific health policies, making this paper’s approach unique
(Diaz et al., 2017).
The paucity of large data-driven studies allows this paper to fill a gap in the literature by
comparing migrant health policies, practices, and insurance structures between two countries
with very different healthcare systems to identify the one that most effectively protects migrant
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health. To do so, this paper analyzes migrant access to and quality of care as compared to that of
nationals with robust survey data, interviews, and a literature review.

Background on the health policies and landscape in the US and Switzerland
Health in the US
The American healthcare system consists of a “mix of public and private, for-profit and
nonprofit insurers and healthcare providers” (Tikkanen et al., 2020b). The main form of health
insurance is private and employer-sponsored, but the government also funds three main public
insurance programs: Medicaid, Medicare, and Children’s Health Insurance Program (CHIP)
(Tikkanen et al., 2020b). Medicaid supports low-income people, pregnant women, elderly, and
people with disabilities, while CHIP supports low-income children ("What immigrants and
refugees need to know about the Affordable Care Act (ACA)?," n.d.). Medicare is meant for
those over 65 years of age and disabled people (Tikkanen et al., 2020b). All insurance benefits
packages and costs are set by the insurers although they must comply with federal and state laws
(Tikkanen et al., 2020b). States also provide healthcare support for their people by managing
local coverage and safety net healthcare systems (Tikkanen et al., 2020b). These safety nets
include programs for uninsured, vulnerable populations, such as federally-qualified health
centers that serve these marginalized patients whether or not they are able to pay (Tikkanen et
al., 2020b). These public programs are all funded by taxes, while private insurance is mostly
funded by employers with a smaller percentage paid for by individuals, for-profit organizations,
and nonprofits (Tikkanen et al., 2020b).
As of 2020, 28 million people, 8.6 percent of the population, were uninsured, but this rate
is a marked improvement from 16 percent in 2010 when the Affordable Care Act (ACA) was
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first passed by Congress (Keisler-Starky & Bunch, 2021; Tikkanen et al., 2020b). This landmark
healthcare reform bill required most Americans to have health insurance, expanded coverage for
young adults, and lowered eligibility thresholds for Medicaid (Tikkanen et al., 2020b). The ACA
also attempted to standardize insurance plans by requiring “essential health benefits” of
“emergency services, hospitalizations, laboratory tests, maternity and newborn care, mental
health and substance abuse treatment, outpatient care, pediatric services including dental and
vision care, prescription drugs, preventive services like vaccinations, management of chronic
diseases, and rehabilitation services” ("How U.S. Health Insurance Works," n.d.). Under the
ACA, routine dental and vision care is not covered ("How U.S. Health Insurance Works," n.d.).
These healthcare reforms were all meant to improve health equity, but not all states fully
comply with ACA, which means that many Americans are still uninsured even after the passage
of this bill (Tikkanen et al., 2020b). Even those with insurance face barriers to receiving care, as
this insurance structure places only certain doctors “in network,” meaning not all doctors’
services will be covered by insurance ("How U.S. Health Insurance Works," n.d.). Furthermore,
besides the premium paid monthly or annually to enroll in an insurance plan, receiving health
services also necessitates deductibles and/or copayments, all of which can render healthcare
unaffordable ("How U.S. Health Insurance Works," ; Kearney et al., 2021). The Kaiser Family
Foundation found that “[n]early half (46%) of insured adults report difficulty affording their outof-pocket costs, and one in four (27%) report difficulty affording their deductible” (Kearney et
al., 2021).
Among the OECD countries, the US has the lowest life expectancy and highest suicide
rate despite being the highest healthcare spender in the world (Tikkanen & Abrams, 2020). The
US also has an inordinately high rate of “hospitalizations from preventable causes and the
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highest rate of avoidable deaths” (Tikkanen & Abrams, 2020). Furthermore, the Commonwealth
Fund’s International Health Policy Survey shows that the US has the highest chronic disease
burden of its peer nations, with about 28% of the population reporting at least one chronic
disease in 2016 (Tikkanen & Abrams, 2020). This figure makes sense considering the about 40%
prevalence of obesity among the American adult population compared to the OECD country
average of about 21% (Tikkanen & Abrams, 2020). The Commonwealth Fund attributed these
worse health outcomes in the US to “greater use of medical technology and higher prices”
(Tikkanen & Abrams, 2020).
Health disparities are also a significant problem for marginalized populations in the US,
resulting in worse health outcomes, lower insured rates, and less access to the healthcare system
among the disadvantaged (Ndugga & Artiga, 2021). Structural and behavioral barriers both
“within and beyond the healthcare system drive these disparities” (Ndugga & Artiga, 2021).

Migrant health in the US
Migrants are included in the population considered vulnerable in the US with a much
higher uninsured rate and additional barriers to care, such as a higher likelihood of being lowincome ("Health Coverage of Immigrants," 2022). These obstacles to accessing care are even
more pronounced among undocumented migrants due to their legal status in the US and resulting
fear of deportation ("Health Coverage of Immigrants," 2022). Some studies have attempted to
compare health outcomes among migrants to that of US citizens, but they do not align in their
migrant health outcome findings (Singh & Miller, 2004). Even the literature comparing
documented and undocumented migrant health conflicts (Ro & Van Hook, 2021).
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One particularly prevalent theory throughout US migrant health research is the healthy
immigrant paradox, a “phenomenon in which immigrants have superior health and health
outcomes…as compared with US citizens” despite having disproportionately lower health
insurance rates and access to care (Hall & Cuellar, 2016). A 2013 study proposed an explanation
of this paradox: many immigrants return home when they become ill, leaving only the healthiest
in the US (Riosmena et al., 2013). Multiple studies also show that migrant health generally
declines over time to become worse than that of citizens as the effects of poor social
determinants of health and acculturation as well as health disparities begin to reveal themselves
(Okafor et al., 2014; Oza-Frank & Cunningham, 2010; Oza-Frank & Narayan, 2010; Ro &
Bostean, 2015). In line with these studies, obesity and excess weight consistently develops
among immigrants, regardless of their country of origin, the longer they reside in the US, and
this trend is exacerbated by lower socioeconomic status (Singh et al., 2011). With obesity and
excess weight as a precursor to many chronic diseases, studies insist that this disproportionate
increase in obesity/overweight leads to health disparities in chronic disease prevalence among
immigrant groups as compared to citizens (Hall & Cuellar, 2016).

Health in Switzerland
The main feature of the Swiss healthcare system is its health insurance mandate, which
ensures almost all residents can access healthcare services, and its decentralized structure
(Tikkanen et al., 2020a). Each canton, the equivalent of an American state, has significant power
in shaping the local healthcare system, as they own many hospitals, license providers, subsidize
premiums, and coordinate hospital services (Tikkanen et al., 2020a). The federal government is
more involved in regulation of financing and pharmaceutical and medical technology safety
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(Tikkanen et al., 2020a). All insurers in Switzerland are private but not for profit (Tikkanen et
al., 2020a). This insurance is not sponsored by employers and is primarily funded by taxes at all
levels of government and mandatory insurance premium payments (Tikkanen et al., 2020a).
Insurers are required to provide the same baseline package of benefits at the same price
for all in a premium region, regardless of pre-existing conditions and income level (Tikkanen et
al., 2020a). However, for voluntary private health insurance that provides additional benefits,
insurers may reject applications due to medical conditions, and these plans can be for-profit and
employer-sponsored (Tikkanen et al., 2020a).
Within the mandatory health insurance package, “hospital inpatient services, most
general practitioner (GP) and specialist services, an extensive list of pharmaceuticals and
medical devices, home care services, physiotherapy (if prescribed), some preventive measures
like selected vaccinations, maternity care, outpatient care for mental illness, medically necessary
long-term care, and hospice care if there is an underlying disease” are all covered (Tikkanen et
al., 2020a). Like the baseline American insurance package, routine vision and dental care are not
covered by the mandatory benefits package (Tikkanen et al., 2020a). Since insurance is
expensive, even more so than in other OECD countries, higher deductibles with lower premiums
are also offered for those who cannot afford the higher premium and lower deductible for the
baseline package ("Health at a Glance 2021: OECD Indicators," 2021; Tikkanen et al., 2020a).
Copays are paid on most services as well, except for services like maternity care, which are
exempt from deductibles and copayments (Tikkanen et al., 2020a). Those who cannot afford
insurance can also apply for cantonal government income-based subsidies to pay for mandatory
insurance premiums (Tikkanen et al., 2020a).
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Switzerland’s healthcare costs are the second highest in the world after the US, but their
health outcomes are much better than the US, indicating greater efficiency in their healthcare
system (Tikkanen & Abrams, 2020). The country boasts the longest life expectancy of all OECD
countries as well as a suicide rate, obesity rate, rate of hospitalization from preventable causes,
and chronic disease prevalence rate that are all lower than the OECD averages ("Health at a
Glance 2021: OECD Indicators," 2021; Tikkanen & Abrams, 2020).
Despite the well-established high quality of health, health disparities among the lowincome, those with low levels of education, and migrants still exist in Switzerland ("Health
equity," 2021; Lehmann et al., 1990). For example, those with lower levels of education are two
times more likely to have diabetes, 27% more likely to have lower quality of self-reported health,
and 13% more likely to have hypertension ("Health equity," 2021). These health figures suggest
a higher chronic disease burden among vulnerable populations ("Health equity," 2021).

Migrant health in Switzerland
A 2016 study showed a greater chronic disease burden among migrants than Swiss
nationals, and a 2014 study using SHS 2010 results suggested that migrants more frequently
report poor health than Swiss citizens (Rellstab et al., 2016; Volken & Rüesch, 2014). The
Federal Office of Migration Swiss migrant population health monitor (GMM) stated lower
overall health quality among migrants due to three main sources: infectious diseases caught in
their home country or while traveling, psychological burden of migration, health deterioration as
a result of poor living and/or working conditions in Switzerland (Kaya, 2007). Migrants are also
more prone to high-risk health behaviors like poor diet and lack of exercise, which has increased
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their risk of obesity and chronic illness as compared to the Swiss population (Kaya, 2007).
Health disparities have also been reported between migrant sub-groups (Kaya, 2007).
Unlike the US, most Swiss studies show consistently poorer health outcomes among
migrants as compared to Swiss citizens, but one particularly prominent study by le Bureau
d'études de politique du travail et de politique sociale (BASS) observed the healthy immigrant
paradox as well (Rellstab et al., 2016; "Second monitoring on the migrant population's state of
health in Switzerland (GMM II)," n.d.). This in-depth data-driven study found that migrants
tended to be healthier than the citizen population when they first arrived in Switzerland, but like
in the US, the health of these individuals tended to worsen over time ("Second monitoring on the
migrant population's state of health in Switzerland (GMM II)," n.d.). Contrary to American
studies on the healthy immigrant paradox, this study proposed the return of younger, healthy
migrants back to their home country after several years of working in Switzerland and the
retention of ill migrants due to better healthcare in Switzerland as a reason for poorer health
outcomes among long-time Swiss migrants ("Second monitoring on the migrant population's
state of health in Switzerland (GMM II)," n.d.). The cumulative effects of employment volatility,
more responsibilities (especially concerning integration), lack of support from older family
members were also suggested as the basis of these poorer health outcomes ("Second monitoring
on the migrant population's state of health in Switzerland (GMM II)," n.d.).

Methods
This mixed methods comparative analysis of the efficacy of each country’s migrant
health policies and services delved into four elements: inclusivity of insurance policy, utilization
patterns, NCD outcomes, and patient perceptions of care. The first two measures were assessed
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as indicators of access to care, while the latter two were assessed as indicators of quality of care
although all four are very closely intertwined.
Insurance and related health policies are important to analyze because they set the
standards for how migrants will pay for care and how much government aid they will have in
paying for care, which directly influences access to care.
Healthcare service utilization, or simply “utilization”, was used as an indicator of access to
healthcare because when people are unable to access the healthcare system, whether it is due to
lack of transportation, time, necessary financial resources, or other reasons, they will not seek
health services (Institute of Medicine (US) Committee on Monitoring Access to Personal Health
Care Services, 1993).
As the most frequent causes of death in both the US and Switzerland, non-communicable
disease (NCDs) prevalence and self-reported health status were selected as the focus of the
health outcomes element to this analysis because development and exacerbation of these
conditions is tied to poor prevention and management services for NCD risk factors ("About
Chronic Diseases," 2022; Macinko et al., 2011; Mattig & Chastonay, 2017). Depression,
diabetes, hypertension, chronic lung disease, and cancer prevalence were specifically used
because these are the most common types of NCDs in these countries ("Noncommunicable
diseases," 2021). Perception of poor health has also been used to measure quality of care in past
studies (Gishu et al., 2019). Although these health outcomes are also indicative of access to care,
it was decided that they would fit better in the quality-of-care analysis based on the interview
data collected.
Finally, patient perception of quality of care was used as the final factor because this data
provides direct measurement of care quality.
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To identify the main features of the Swiss and American healthcare systems and the four
main features upon which this analysis hinges, three sources of data were used: secondary data
from literature reviews, primary data from national health surveys in each country, and both
primary and secondary data from interviews.
The literature review was conducted using Google Scholar. The following search terms
were used: “migrant health”, “immigrant health”, “Switzerland”, “US”, “NCD outcomes”,
“chronic disease”, “health disparities”, “healthcare utilization”, “insurance policies”, “migrant
health policies”, “barriers to access to care”, and “migrant perception”. This literature review not
only provided an outline of healthcare resources and protections available to migrants in each
country, but also laid the foundation for the data analysis and helped explain these data-driven
results.
The primary data for health outcomes and utilization patterns was found using the most
recent Swiss Health Survey (SHS) conducted in 2017 and the US Centers for Disease Control
(CDC) National Health Interview Survey (NHIS) from 2019. NHIS 2019 was not the most recent
NHIS, but this data set was used because the most recently available one from 2020 encountered
many sampling issues due to COVID-19 and was slightly less reliable. Since the variables for
health outcomes were the same from each survey, these were directly compared against one
another, while utilization necessitated a more contextual analysis specific to the country.
This public primary data is powerful because these surveys’ sample sizes are incredibly
large and representative of each population due to their strong funding by their respective
government. With variables for citizenship, data for health insurance status, specific NCD
outcomes, health cost-related issues, and utilization could be disaggregated by citizenship status.
Not having citizenship was used as a proxy for migrant status. This analysis was conducted in
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Excel and was purely descriptive. After coding data to remove non-response data points, defined
as refused, not ascertained, and uncertain responses, relevant variables were analyzed against
citizenship status.
NHIS provided raw data sets in Excel, which allowed for more specific data analysis. The
variables used were those for citizenship (CITZNSTP_A), number of urgent care visits in the
past 12 months (URGNT12MTC_A), number of emergency room visits in the past 12 months
(EMERG12MTC_A), insurance status and type (COVER_A), whether care was forfeited
(MEDNG12M_A) or delayed (MEDDL12M_A) due to cost, usual place of care
(USPLKIND_A), depression prevalence (DEPEV_A), chronic lung disease prevalence
(COPDEV_A), diabetes prevalence (DIBEV_A), hypertension prevalence (HYPEV_A), cancer
prevalence (CANEV_A), and self-rated health status (PHSTAT_A).
The SHS data was not raw, so pre-made tables that evaluated these variables against
citizenship status were used. Tables for self-rated health (“État de santé auto-évalué”) and each
relevant NCD outcome were available, but corresponding insurance status and utilization
variables to those provided by NHIS were not. Insurance status was likely presumed to be 100%
of the population because it is legally mandated by the Swiss government. For utilization, tables
regarding the number of consultations with a general doctor in the past 12 months (“Nombre de
consultations chez un médecin généraliste au cours des 12 derniers mois”) and number of days
hospitalized in the past 12 months (“Nombre de jours d'hospitalisation au cours des 12 derniers
mois”).
Since it is difficult to operationalize patient perception of care, secondary data from
literature reviews and anthropological ethnographies were used to build a narrative around
migrant patient perspectives of quality of care in their new country. These observations are
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supported by in-person and e-mail interviews with migrant health experts in the US and
Switzerland as well as an undocumented Tunisian migrant in Switzerland. Professor Sara
Quandt, Associate Professor of epidemiology and prevention at Wake Forest University School
of Medicine was the American expert consulted, while Badia El-Koutit, the Executive Director
and Founder of Association pour la Promotion des Droits Humains (APDH), and an unnamed
migrant were consulted in Switzerland. These interviews also supported findings from the policy,
utilization, health outcomes, and measures.
To select these interviewees, five American migrant health experts were found by
identifying the e-mail addresses of the authors of the most frequently cited migrant health
literature in the US. One of the five responded after repeated follow-up emails and was
interviewed. Ms. El-Koutit was contacted and interviewed after an SIT lecture at APDH, and she
offered to contact an undocumented Tunisian migrant to further this research project. This
migrant, who will be called Fatima for privacy purposes, was interviewed via e-mail with
questions in French to avoid language barriers and maintain anonymity. These questions were
also crafted with sensitivity to avoid triggering negative healthcare-related traumas or prying too
deeply into Fatima’s life. Due to the non-response and snowball sampling of interviewees, data
collected from them may be biased. All interviewees were informed of the use of the qualitative
data provided and were asked for written and oral consent to ensure the interviews complied with
the ethical obligations of research.
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Analysis
Access to care
Insurance policy for migrants in the US
Most migrants in the US, like US citizens, are not required to have insurance unless they
reside in a state that has maintained the initial ACA penalty for not having health insurance, but
on a national level, there have been efforts to encourage insurance uptake (Tolbert et al., 2019).
To support affordability of insurance, the Affordable Care Act provides public aid, such as
“advanced tax premium credits and cost-sharing subsidies” for the low-income as well as an
expansion of Medicaid eligibility and regulations for the health insurance market (Ku & Jewers,
2013; Pandey et al., 2014). CHIP is also available to low-income, legally present migrants under
the age of 19 (Ku & Jewers, 2013; "What immigrants and refugees need to know about the
Affordable Care Act (ACA)?," n.d.). However, these financial assistance provisions and public
insurance programs are not available to undocumented migrants, forcing these migrants to turn to
private health insurance, which is often unaffordable due to high prices and this lack of public
aid (Ku & Jewers, 2013; Pandey et al., 2014). Legal migrants are also at a disadvantage, as
Medicaid expansion, if passed in their state, and CHIP still do not apply to them unless they have
lived in the US for more than five years (Ku & Jewers, 2013; Pandey et al., 2014). Legal
migrants may receive health insurance exchange subsidies without this five-year residency
requirement, but these plans are “not as comprehensive as Medicaid[;] and, unfamiliarity with
private health insurance may make it difficult to navigate the healthcare system” (Pandey et al.,
2014). As a result, the ACA provisions are not fool proof in addressing unequal access to care in
the US and ensuring that vulnerable populations, particularly migrants, are insured (Ku &
Jewers, 2013; Pandey et al., 2014).
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Individual states with more progressive attitudes towards health insurance have also
taken matters into their own hands by creating programs that lower costs associated with
insurance (Tolbert et al., 2019). For example, states have enacted their own income-based
subsidy program to help pay premiums as well as avenues through which insurers can be
partially reimbursed for specific “high cost claims, which in turn, enables insurers to lower
premiums” (Tolbert et al., 2019). Some states have even removed the five-year waiting period
for legal migrants to be eligible for public insurance (Tolbert et al., 2019).
Based on NHIS survey results, it is evident that migrants are disproportionately more
often uninsured than citizens in the US, with more than one in three migrants uninsured as
compared to about 1 in 10 citizens uninsured (see Fig. 1). Of the insured, a similar percentage of
migrants and American citizens have public insurance, while about 20% fewer migrants have
private health insurance than American citizens (see Fig. 1). Furthermore, “despite living well
below the poverty line, less than one third of migrant women qualify for Medicaid, primarily due
to their unauthorized status” (Holmes, 2012). These statistics reveal the inadequacy of these
health insurance policies and the insurance structure in protecting the health of and insuring the
entire migrant population. Quandt discussed the issue of the American system’s heavy use of
employer-sponsored private insurance, something that is not available to many migrants because
they usually do not work for large companies that have the revenue to fund these programs.
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Figure 1. Types of insurance held as a percentage of the total migrant (orange) and US citizen
(blue) populations, respectively, in 2019. “Medicaid and other public” includes Medicare,
CHIP, military and veteran insurance plans, Indian Health Service insurance, and statesponsored insurance programs. “Other” is defined as insurance from another government
program. Data sourced from the NHIS 2019.
Professor Quandt and past literature have both discussed these inadequacies in more
detail. “Many migrants don’t even know that they are eligible for public insurance or that this
form of insurance exists,” said Quandt. Among the reasons for not enrolling in health insurance,
whether public or private, are language barriers and low literacy, which may prevent migrants
from being able to understand forms for insurance registration, eligibility, and relevant processes
("What immigrants and refugees need to know about the Affordable Care Act (ACA)?," n.d.).
The majority of these resources are also available in Spanish, but it is often not the maternal
language of these migrant workers, who generally speak a lesser-known indigenous dialect, or
migrants who are not from Spanish-speaking countries (Holmes, 2012; S. Quandt, personal
communication, April 19, 2022).
Low digital literacy and lacking access to necessary technology pose another barrier to
being able to fill out forms and read notices sent by insurance companies ("What immigrants and
refugees need to know about the Affordable Care Act (ACA)?," n.d.). Hesitancy to interact with
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the government or large institutions like insurance providers, which stems from fear of
deportation, also negatively affects insured rates among undocumented migrants ("What
immigrants and refugees need to know about the Affordable Care Act (ACA)?," n.d.). This fear
and hesitancy are present even among legally present migrants on visas and is exacerbated by the
often “anti-immigrant sentiment rampant in the communities surrounding them” (S. Quandt,
personal communication, April 19, 2022).
The most common issue is cost because even with the sliding scale for payment through
government insurance programs, payment is still too expensive for many of these migrant
farmworkers, who are the lowest paid employees in the US (S. Quandt, personal communication,
April 19, 2022). In many states, these farmworkers are paid less than minimum wage, which
means health insurance is even further out of reach than for most low-income US citizens, even
if they benefit from public assistance (S. Quandt, personal communication, April 19, 2022).
Finally, the problem of different cultural understandings of health insurance hinder
insurance uptake (S. Quandt, personal communication, April 19, 2022). “Some of these migrant
workers come from countries where they don’t need to pay for health insurance, so they don’t
know that they need to enroll in an insurance plan or apply for public insurance,” said Quandt.
None of these barriers are fully accounted for or accounted for at all in US insurance
policy, which means that these policies do not alleviate obstacles to insurance enrollment and to
accessing care for migrants. The effects of this inadequacy are clear in the much lower insured
rates among migrants (Holmes, 2012). These deficiencies are even more pronounced for
unauthorized migrants who are nearly completely excluded from these assistance policies
(Pandey et al., 2014; Wilson et al., 2020).

20

Insurance policy for migrants in Switzerland
All migrants who have been in Switzerland for at least three months are entitled to the
mandatory basic health insurance package through Article 12 of the Federal Constitution of the
Swiss Confederation and article 41b of the Federal Constitution, which demands that the
government provides everyone with “access to the health care they require” (Bilger et al., 2011).
Defined as a “fundamental right” in the Federal Constitution, healthcare access is also
extended to undocumented migrants who have been present for three or more months in
Switzerland (Bilger et al., 2011). They may register for the basic health insurance plan with any
private insurance company and have the right to be “insured by their employers against risk of
accident and occupational disease,” just as any other resident or citizen of Switzerland (Bilger et
al., 2011). To ensure that companies do not discriminate, the Federal Social Insurance Office
sanctions insurance companies that do not accept undocumented applicants, and cantons play a
large role in monitoring insurance company behavior (Bilger et al., 2011). Each canton must also
uphold the right to healthcare and may interpret the degree of healthcare provided as long as it
does not infringe upon the minimum threshold set forth in Article 12 (Bilger et al., 2011).
According to Executive Director of APDH Badia El-Koutit, the German-speaking cantons of
Switzerland are much more restrictive in the care they make available to undocumented migrants
as compared to the French-speaking cantons.
On the federal level, access to care has remained a priority (Bilger et al., 2011). The
Swiss Peoples Party has attempted to eliminate this right to basic insurance for undocumented
migrants, but the Federal Council has upheld the universal right to basic high quality healthcare
for all who reside in Switzerland beyond just emergency care (Bilger et al., 2011). Furthermore,
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the Law on Health Insurance also requires reduced premiums and canton-sponsored grant
subsidies for the low-income, including undocumented migrants (Bilger et al., 2011).
Despite these policies that protect the right to healthcare for all migrants, including
undocumented ones, and the government’s assumption that all residents in Switzerland are
insured, many migrants are uninsured, which means healthcare is inaccessible (Bilger et al.,
2011). Those who are not insured must pay deposits that cost thousands of CHF to receive any
services besides emergency ones, rendering care unaffordable for most uninsured and thus many
migrants, particularly undocumented ones (Bilger et al., 2011). However, there are many
avenues for migrants to receive aid in paying for care aside from health insurance (Bilger et al.,
2011). Migrants may use their employer’s accident insurance if they had an accident within or
outside of their place of work, social funds from their canton or municipality, provider funds that
certain hospitals and clinics have set aside for the uninsured, and special patient payment plans
that can be negotiated by non-profits with the provider (Bilger et al., 2011). Migrant children,
regardless of insurance status, have greater access to primary care due to free, mandatory
services, such as check-ups, dental screenings, and vaccinations through their school (Bilger et
al., 2011).
El-Koutit discussed the reality of health insurance for migrants, including undocumented
ones and claimed that although the policies seem inclusive at face value, there are many flaws
that prevent migrants from enrolling in the mandatory basic health insurance. Language barriers
and low literacy are some of the main problems for migrants attempting to register for insurance,
as “the contracts are very hard to understand for even native French speakers, even harder for
migrants” (B. El-Koutit, personal communication, April 14, 2022). These language barriers also
pertain to discussion with insurance providers, preventing many migrants from being able to
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properly register for a plan and discussing issues with their insurance provider (B. El-Koutit,
personal communication, April 14, 2022). “I often have families come to me to help them
understand how to deal with correspondences from their insurance,” said El-Koutit. Since only
those who are initially entering the country as a refugee have access to a social assistant who can
explain these contracts and different plans to them, other migrants and refugees who no longer
have an assistant are left confused and lacking appropriate information (B. El-Koutit, personal
communication, April 14, 2022). Another source of this insurance rate disparity is the online
placement of insurance plan information, insurance registration, sources of social assistance in
paying for insurance, and the applications for these programs (B. El-Koutit, personal
communication, April 14, 2022). “Many migrants, especially low-income ones, don’t have a
computer or digital literacy and digital skills, so they have trouble accessing important
information and forms,” mentioned El-Koutit. The final structural barrier to enrolling in health
insurance is the price of the premiums and copayments according to El-Koutit. These insurance
charges are especially burdensome for low-income, the unemployed, and large families, making
insurance out of reach (B. El-Koutit, personal communication, April 14, 2022). Undocumented
migrants are not legally allowed to work in Switzerland, but many still have a paid job although
these jobs are often volatile with poor remuneration (Islas, 2016). Fatima, like many other
unemployed, undocumented migrants, cannot afford health insurance and is forced to live
uninsured, relying on cantonal assistance programs for healthcare (Fatima, personal
communication, April 20, 2022). For those with work, the canton may give a subsidy to help pay
for their premium, but many do not know about this form of assistance due to insufficient
dissemination of information about these aid programs in languages and forms understood by
migrants (B. El-Koutit, personal communication, April 14, 2022).
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Beyond structural obstacles to acquiring insurance, El-Koutit also explained that there are
several behavioral barriers. One of these issues for those who are eligible for subsidies is fear of
negative repercussions for a future residency application if undocumented or a residency renewal
application if already regularized (B. El-Koutit, personal communication, April 14, 2022).
According to El-Koutit, receiving social assistance does not negatively affect permit applications
unless the migrant “takes everything using social services.”
Further obstacles arise due to cultural conceptions of healthcare and health insurance (B.
El-Koutit, personal communication, April 14, 2022). Migrants who come from countries with far
more socialized healthcare systems or with different insurance schemes may not understand the
importance of having health insurance and prioritizing the payment of this insurance (B. ElKoutit, personal communication, April 14, 2022). “They don’t always initially understand that
failure to pay insurance premiums and copays may result in further fines and court hearings,”
said El-Koutit.
Despite these challenges, migrants have found bandaid solutions to improve their
healthcare access. El-Koutit mentioned the following example: “Migrants will often ask friends
for their insurance card, so they can go to a private doctor who will receive them and use their
friend’s insurance.”
Even though there are many policies that seem to extend access to care to migrants,
regardless of their legal and insurance status, these policies are not as effective in practice
because they do not address the multitude of other barriers related to receiving care, leaving
many migrants uninsured ("Providing medical care to the hidden uninsured," 2004).
Furthermore, this mandatory health insurance policy and subsequent assumption of a 100%
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insured rate results in the scope of the uninsured falling through the cracks because this data is
not collected on this population (Tikkanen et al., 2020a).

Migrant healthcare utilization and assistance-seeking behavior in the US
Beyond the hospital, doctor’s offices, and health clinics available to all people in the US,
the government has also funded specific hospitals and clinics with disproportionate share
hospital (DSH) subsidies as well as other “capacity-building” funds to serve uninsured migrants
(Pandey et al., 2014). The US Department of Health and Human Services Health Resources and
Services Administration (HRSA) has also funded the creation of migrant health centers across
the country (Arcury & Quandt, 2007). HRSA funding is allocated to non-profits who provide
migrant health service outreach in the workplace and their own clinics, legal aid related to
healthcare, health education programs, and community health worker services (Arcury &
Quandt, 2007). Federally qualified health centers, clinics funded by HRSA to serve uninsured
patients, also serve many migrants (Arcury & Quandt, 2007; "Federally Qualified Health
Centers," 2018).
Despite these efforts to increase care access points for migrants, regardless of insurance
status, healthcare utilization among migrants as compared to US citizens is still lower based on
their self-reporting of urgent care and emergency care visit frequency (see Fig. 2a and 2b). More
migrants have no medical visits per year than citizens, and there are fewer migrants in each
frequency category of these types of medical visits per year (see Fig. 2a and 2b). The one
exception is in the two to four visits per year category of urgent care, in which there were 0.4%
more migrants than US citizens, but this proportion is so small that it may not even be
statistically significant (see Fig. 2a).
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Figure 2a. Frequency of urgent care visits in the past year as reported by US citizens and
migrants in 2019. Proportion of citizens and migrants reporting each frequency is shown in blue
and orange, respectively. Urgent care includes visits to a clinic in a grocery or drug store. Data
sourced from the NHIS 2019. Figure 2b. Frequency of emergency room visits in the past year as
reported by US citizens and migrants in 2019. Proportion of citizens and migrants reporting
each frequency is shown in blue and orange, respectively. Data sourced from the NHIS 2019.
Although there is generally lower healthcare utilization among migrants, Figure 3
suggests that migrant reliance upon urgent care and emergency care is heavier than that of US
citizens, with these services making up about 11% of care for migrants and about 8% of care for
US citizens (see Fig. 3). For primary care provided in a doctor’s office or health center, there is
an about 3% difference between US citizens and migrants with citizens being more likely to use
primary care.

Figure 3. Proportion of US citizens and migrants receiving care from a doctor’s office or health
center, urgent care clinic, hospital emergency room, another place, or multiple of these
categories, shown in blue and orange, respectively, in 2019. Urgent care clinic includes clinics
at grocery and drug stores. Data sourced from NHIS 2019.
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Past studies of migrant healthcare utilization reflect the same patterns of overall lower
usage of healthcare services but on average, more frequent emergency room visits than US
citizens (Wilson et al., 2020). However, it is important to note that this reliance upon the
emergency room does not necessarily mean overutilization because migrants do not often seek
care (Wilson et al., 2020).
One the most prominent reason for this utilization pattern is likely cost according to
Professor Quandt and much of the relevant literature (Arcury & Quandt, 2007; Velez et al.,
2017). Disproportionately lacking insurance, migrants are much more likely to delay or forfeit
care due to cost with about 5.6% more migrants delaying care and about 5.4% more migrants
forgoing care than US citizens (see Fig. 5). Even if they have insurance, these copayments are
still too heavy a burden for their low wages (S. Quandt, personal communication, April 19,
2022). For example, a physician in a migrant health center described a patient with Valley Fever,
which “requires anti-fungal suppression medicines for life[:]
‘He’s not doing as well. But at least he’s surviving. Basically, he’s going to need $1000 a
month of Diflucan for life. Of course, this guy cannot afford even $100 a month’”
(Holmes, 2012).
This finding reveals a systemic problem of affordability of care services for vulnerable
populations.
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Figure 5. Percentage of US citizens and migrants who had to delay or forfeit care due to cost in
2019, shown in blue and orange, respectively. Data sourced from NHIS 2019.
Unlike the migrants in Switzerland, migrants in the US are very unlikely to ask friends
for loans or take loans out from a bank, the latter of which is impossible for undocumented
migrants, to pay for health services. As a result, they may delay or forgo care until their health
reaches a dire point, and they must seek emergency medical attention, leading to higher
emergency room use (Pourat et al., 2014).
Quandt also referenced the living situations of many migrant farmworkers as a barrier to
utilizing care, saying that many live in rural areas with “literally no physical access to care and
lack of transportation at their disposal.” The shortage of federal Migrant Health Program clinics
exacerbates this lack of access, as the current migrant health clinics only “serve[s] approximately
13% of the intended population of migrant laborers” (Holmes, 2012; Villarejo, 2003). There is
also a mismatch between the farmworkers’ long work hours and the limited time that nearby
clinics are open as well as significant consequences of missing work: “when work is missed as a
result of obtaining health services, a farmworker’s income declines substantially, causing
economic hardship for family members in the United States and [in their home country], as well
as for the farmworker him/herself” (Arcury & Quandt, 2007).
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Beyond these external barriers, Quandt highlighted the misinformation and lack of
knowledge among migrant workers: “they don’t necessarily know where they can get care, and
they assume they cannot get care because they are not citizens or because they will be charged
large amounts of money that they cannot pay.”
Another reason for hesitancy to seek care for undocumented migrants is fear of
deportation (Arcury & Quandt, 2007). Unlike Switzerland, the US does not have an explicit law
against providers sharing the immigration status of their patients, but they are not legally
required to share it. According to Quandt, deportation of undocumented migrants due to provider
reports to authorities is “practically unheard of.”
Cultural norms may also influence migrant healthcare utilization (S. Quandt, personal
communication, April 19, 2022). Many Latinx farmworkers may see “illness as God’s will or
divine penalty caused by prior or current sinful behaviors” or a result of folk diseases, so they
would seek folk healers or traditional medicine, such as “herbal remedies,” to treat themselves at
home with much lower cost burden than Western medicine (Arcury & Quandt, 2007; Yang &
Hwang, 2016). These beliefs can be detrimental to migrant health, as they may “delay medical
care, ignore medical treatments, and choose not to engage in preventive behaviors” as a result
(Arcury & Quandt, 2007). Furthermore, for the undocumented, traditional healers are seen as a
space safe from police where they can receive care, so many choose to go there instead of a
biomedical clinic (Kline, 2022).
Despite the funding for special migrant health services and clinics, these resources and
policies are simply not enough to satisfy the healthcare needs of the migrant population and
ensure they are able to access care in practice, as shown by the lower healthcare utilization of
migrants (S. Quandt, personal communication, April 19, 2022). Additionally, higher emergency
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room and urgent care utilization paired with higher frequency of delayed or forfeited care
indicate that migrants are unable to efficiently access the healthcare system; the inaccessibility of
care negatively affects their health because it causes them to wait until their situation is dire
before seeking aid (Holmes, 2012; "Overuse of Emergency Departments Among Insured
Californians," 2006). Many other factors from culture to transportation play a role in their ability
to access care, and these barriers must be addressed in programs and policies to improve
utilization patterns among the migrant population, both for the documented and the
undocumented (Holmes, 2012; S. Quandt, personal communication, April 19, 2022).

Migrant healthcare utilization and assistance-seeking behavior in Switzerland
In Switzerland, migrants may receive services from any clinic, hospital, or other
healthcare provider, whether or not they have insurance (Bilger et al., 2011). Undocumented
migrants may seek care at public hospitals, “drop-in centres run by non-profit or nongovernmental organizations,” and facilities offering “publicly (co-)financed services offering
specialised care” for particular conditions and risk groups (Bilger et al., 2011). The distribution
of these healthcare services for the undocumented are distributed very unevenly between
different cantons, corresponding the canton’s attitude towards migrants and social policy (Bilger
et al., 2011). These cantonal differences change access to care and utilization patterns for
migrants in different regions (Bilger et al., 2011). For example, in the canton of Geneva, the
Consultation ambulatoire mobile de soins communautaires (CAMSCO) provides care to
uninsured people, including migrants, who are more than 16 years old ("La santé à Génève,"
2017). CAMSCO provides urgent care, primary care, preventive care, gynecological and
maternal services, mental health services, and urgent dental care ("La santé à Génève," 2017).
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El-Koutit explained that “through CAMSCO, [migrants] can speak with the nurse, and they can
have a consultation and be sent to a hospital, but only a hospital. Sometimes, the government
pays for everything, but if they work, the social assistance agency might ask them to pay part of
it.” For those living in the canton of Geneva, this program provides a strong healthcare safety net
because it includes such a wide variety of services and a fairly practical financing approach (B.
El-Koutit, personal communication, April 14, 2022). Undocumented Tunisian migrant Fatima
uses CAMSCO when she is sick because she does not have insurance and finds it very helpful.
Beyond geographical difference in availability, other barriers to ease of accessing care
are “discrimination, language difficulties, differing concepts of health and illness, lack of
knowledge and information about the health system and healthcare institutions in Switzerland”,
all of which discourage migrants from seeking care (Kaya, 2007). Another study mandated by
the Federal Office of Public Health referenced the same challenges in addition to lacking
interpreter services, cultural incompetency of providers, and low migrant confidence in
healthcare institutions (Moreau-Gruet & Luyet, 2011). A 2007 study by the University of
Neuchâtel Swiss Forum for Migration and Population Studies linked these obstacles to “underuse
or inappropriate use of health services by the migrant population” (Kaya, 2007). El-Koutit also
added fear of deportation among undocumented migrants and cost of care even for the insured as
reasons for delaying or forgoing care. However, to encourage interaction with the healthcare
system among undocumented migrants, all healthcare providers and insurance companies are
“bound to professional secrecy” and may not share their patients’ or clients’ legal status of
residence based on Article 321 of the Swiss Criminal Code and Article 84ff of the Law on
Health Insurance (Bilger et al., 2011).
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A 2020 migrant health study by the Federal Office of Public Health, using SHS 2017
data, found about equal availability of general practitioners to migrants and Swiss citizens, but
divergent utilization patterns between migrants of different origins. Their access to the raw
survey data allowed them to observe that non-European migrants were less likely to seek
specialist attention and more likely to utilize emergency department services, both of which are
findings that are not visible in Figures 6a and 6b (Tzogiou et al., 2021). The broader SHS 2017
data available to the public showed no statistically significant differences in hospital and general
practitioner utilization between migrants and Swiss citizens (see Fig. 6a and 6b).

Figure 6a. Frequency of general doctor visits in the past year as reported by Swiss citizens and
migrants in 2017. Proportion of citizens and migrants reporting each frequency is shown in blue
and orange, respectively. General doctor is defined as family doctors and general practitioners.
Error bars represent 95% confidence intervals. Data sourced from SHS 2017. Figure 6b. Days
spent in the hospital in the past year as reported by Swiss citizens and migrants in 2017.
Proportion of citizens and migrants reporting each time length is shown in blue and orange,
respectively. Error bars represent 95% confidence intervals. Data sourced from SHS 2017.
Fatima, a native French speaker from Tunisia, did not echo all of the same concerns. She
spoke confidently of the Swiss healthcare system, saying she has “no difficulty” in navigating it
and has a regular source of care. However, just as past studies found, her main source of care is
the emergency room of Hôpital d’Université de Génève, and she usually waits about a week after
she begins feeling ill to seek help. Thus, there is usually a short delay of care although she did
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not cite the reason for this delay. This tendency to delay care has been frequently observed
among undocumented migrants in particular (Wyssmüller & Efionayi-Mäder, 2011).
These results suggest that as a whole, the migrant population has similar utilization
patterns to the Swiss population, but at a more disaggregated level, there are inequalities among
migrants that put some sub-groups, specifically non-European migrants, at a disadvantage in
their interactions with the healthcare system (Tzogiou et al., 2021). These inequalities present
themselves as overutilization of emergency care and underutilization of preventive and primary
care; these usage patterns tend to promote lower quality of care within the whole healthcare
system and worse health outcomes, particularly among emergency department overutilizers who
usually delay care until their condition becomes dire ("Overuse of Emergency Departments
Among Insured Californians," 2006; "Providing medical care to the hidden uninsured," 2004;
Rasouli et al., 2019; Wyssmüller & Efionayi-Mäder, 2011). These internal disparities suggest
that policies more tailored to the most vulnerable sub-groups of migrants are necessary to protect
their health and improve their utilization practices, but overall, these health policies are more
successful than those in the US, which have engendered lower care utilization, greater reliance
on emergency services, and more pronounced uninsured rates among their migrant population.

Quality of care
Comparison of health outcomes among migrants in the US and Switzerland
In the US and Switzerland, ratings of self-reported health were distributed similarly
between migrants and citizens (see Fig. 6). The vast majority of migrants and citizens in both
countries rated their health “Very good” or “Good” (see Fig. 6). In Switzerland, 3% more
citizens rated their health as “Very good or “Good,” and this difference is statistically significant
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(p<0.05, see Appendix Fig. A1). About 1.1% more migrants than Swiss citizens rated their
health as “Fair”, but this difference was not statistically significant (p>0.05, see Appendix Fig.
1). Among those who rated their health “Very bad” or “Bad”, there were 1.9% more migrants
than citizens, which was statistically significant (p<0.05, see Appendix Fig. 1). From these
results, it can be deduced that Swiss citizen health is generally better than that of migrants, but
only marginally, as suggested by the small magnitude of rating proportion differences. These
findings are supported by multiple studies that show “worse perceived health status than the
general population” and heavy chronic disease burdens that seem to develop over time as
“adverse living conditions, including precarious working conditions…[begin to] negatively
impact health [of migrants]” (Jackson et al., 2018; Rellstab et al., 2016).
Unlike in Switzerland, more migrants than American citizens rated their health at the
highest level with a difference of about 2.4% (see Fig. 6). About 1.2% more citizens than
migrants rated their health as “Fair”, and about 1.5% more citizens than migrants rated their
health as “Bad” or “Very bad” (see Fig. 6). The small magnitude of difference between the two
groups in these results suggests that self-reported citizen health is marginally worse than selfreported migrant health, which is in line with the “healthy immigrant paradox” (Hall & Cuellar,
2016).
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Figure 6. Proportion of citizens and migrants, respectively, who rated their health as “Very
good” or “Good”, “Fair”, and “Very bad” or “Bad” in the US (2019) and Switzerland (2017).
“Very good/good” is shown in blue, “Fair” in orange, and “Very bad/bad” in grey. US data
sourced from NHIS 2019. Switzerland data sourced from SHS 2017.
In Switzerland, migrants had worse health outcomes for all NCDs examined except
hypertension and cancer (see Fig. 7a). However, the only significant difference where migrants
were more affected than citizens was for depression (p<0.05, see Fig. 7a). The difference in
hypertension prevalence was statistically significant and was worse for Swiss citizens than for
migrants (p<0.05), while the difference in cancer reporting was not significant (p>0.05, see Fig.
7a). The limited literature about migrant health in Switzerland showed similar results (Rellstab et
al., 2016). A 2016 study stating that migrants generally have “a higher prevalence of chronic
illness than the Swiss” (Rellstab et al., 2016). This paper suggested these health disparities vary
in severity based on country of origin with some migrant sub-groups who pose an exception to
this pattern (Rellstab et al., 2016).
Few studies examining chronic diseases among migrants as compared to Swiss nationals
exist, but there are several that focus on mental health outcomes, which is a major chronic
disease, in migrants compared to the general Swiss population (Moreau-Gruet & Luyet, 2011). A
2011 study showed that migrants composed a disproportionately large percent of psychiatric
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hospital admissions (Moreau-Gruet & Luyet, 2011). A 2005 study suggested that although
migrants are less likely to abuse substances than Swiss citizens, they are three or four times more
likely to suffer from neurotic disorders linked to stress and anxiety (Lay et al., 2005). This
literature aligns with the evaluation of SHS 2017 data.
In the US, migrants consistently had better health outcomes based on prevalence for all
NCDs analyzed (see Fig. 7b). However, these superior migrant health outcomes should be
examined critically, as they correspond to the “healthy immigrant paradox” explored in
numerous migrant health studies (Hall & Cuellar, 2016). Multiple studies have asserted that
“data on chronic diseases [among migrants] are generally based on clinic data or self-reported
diagnoses and must be considered underreports” due to infrequent healthcare utilization among
migrants and thus, fewer opportunities for diagnosis (Arcury & Quandt, 2007; Mines et al.,
2001). Other studies mirror the same healthy immigrant paradox results but observe greater
prevalence of chronic disease among migrant groups as they spend more years in the US (Payton
et al., 2021). A 2001 survey evaluation of migrant health reported a heavy burden of chronic
disease, such as a “crushing mental health burden,” among this population but did not survey the
general American population (Holmes, 2012; Mines et al., 2001). Like this study, many others
did not attempt to compare migrant health to American health despite observing extremely high
chronic disease burden among migrants, making it more difficult to analyze the efficacy of
health policy for migrants in the US (Holmes, 2012).
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Figure 7a. Proportion of migrants (orange) and citizens (blue), respectively, who reported a
NCD, specifically depression, cancer, diabetes, hypertension, and chronic lung disease, in
Switzerland, 2017. Data sourced from SHS 2017. Figure 7b. Proportion of migrants (orange)
and citizens (blue), respectively, who reported a NCD, specifically depression, cancer, diabetes,
hypertension, and chronic lung disease, in the US, 2019. Data sourced from NHIS 2019.
In both countries, few studies compared migrant to citizen health. More of the NCD
outcomes were worse for migrants than citizens based on the SHS 2017, indicating that
Switzerland still has work to do in improving the quality of the care that is accessible to
migrants. In the US, the NHIS 2019 suggested that migrant health was better than citizen health,
which would indicate accessibility of high-quality care to migrants, but the well-established
healthy immigrant paradox and further research into this phenomenon gives reason to believe
this finding may be unreliable in showing the full picture of migrant health in the US.
Additionally, these results contradict the more lacking access to care resulting from US health
policy than in Switzerland. This potential bias makes it difficult to analyze the US migrant health
policy based on these health outcomes and to compare the efficacy of these policies to those of
Switzerland.
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When interpreting this data, it is important to note that neither NHIS nor SHS cover the
undocumented population in their respective country, which means that these health outcome
findings cannot be generalized to undocumented migrants, only those who are regularized or
have entered the country with legal permission. Other limitations include the self-reported nature
of these measures, all of which may be subject to recall bias or skewing of reporting out of fear
or shame. The lack of standard deviations provided for the NHIS 2019 data also makes it
impossible to determine whether the disparities between migrants and citizens are statistically
significant. However, the strength of these surveys—the large, representative sample sizes—
helps to offset these biases and protect the validity of the results.

Patient perceptions of quality of care in the US
Two detailed ethnographies on migrant farmworker health in the US stated that migrants
often return from health centers, saying “los medicos no saben nada,” which means “the doctors
don’t know anything” (Holmes, 2006, 2012). Other patients say, “they didn’t do anything that
helped me” (Holmes, 2006, 2012). These accounts of disappointment and perception of
insufficient care occur for both structural reasons and care provider attitudes towards the
patients, also known as “the clinical gaze” (Holmes, 2006, 2012).
Many of these migrants attend their appointments without a proper translator, so they
must try to communicate in English or Spanish, if they are lucky, instead of their indigenous
maternal language (Holmes, 2006, 2012). Many of these indigenous Latinx people did not go to
school and do not speak or read Spanish, which further complicates attempts to communicate
between doctor and patient (Holmes, 2006, 2012). If the migrant’s child is present, a doctor
without a translator will often ask the child to translate from English to the patient’s native
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language, which puts undue burden on a child who may not have the proper vocabulary to
convey medical ailments and treatment options (Holmes, 2006, 2012). These language barriers
and lack of available translators create many opportunities for miscommunication, misdiagnosis,
and mistreatment that lead to even greater dissatisfaction when their symptoms do not subside
(Holmes, 2006, 2012; Payton et al., 2021).
Although HRSA provides funding to many clinics across the country to provide migrant
care, many of these clinics are extremely underfunded and require the staff to constantly apply
for grants to provide adequate care and access to necessary treatments for their predominantly
uninsured patient population (Holmes, 2006, 2012). Since they are underfunded, the few doctors
and nurses must also perform services they were not trained for (Holmes, 2006, 2012). This
additional work stretches the limited number of care providers thin and “overworks” them, which
negatively impacts how much attention patients receive and may negatively affect the quality of
care, something that patients can easily observe (Holmes, 2006, 2012).
Another obstacle for migrant farmworkers from receiving high quality care are the issues
stemming from their frequent movement to different parts of the US (Holmes, 2006, 2012). This
migration pattern leaves “patchy” medical records in various clinics, decreasing the ease and
continuity of their care and negatively impacting health outcomes (Holmes, 2006, 2012; Mines et
al., 2001). As a result, patients feel less satisfied with the care they receive (Holmes, 2006, 2012;
Mines et al., 2001).
Many medical organizations have integrated cultural competency into their trainings for
providers to “broaden the clinical gaze in order to avoid ethnocentric assumptions and ineffective
interventions,” but these trainings have not prevented the occurrence of these providers
deficiencies (Holmes, 2006, 2012; Payton et al., 2021). Since physicians are so rushed due to
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their large workload, they are unable to “devote [time] to ‘the social history’” of the patient,
creating the opportunity for many cultural misunderstandings (Holmes, 2006, 2012). Certain
cultural practices, such as “religious shame at sickness being related to personal sin or moral
failing” or folk disease like “susto”, often frustrate and complicate physician attempts to treat
biomedical ailments (Holmes, 2006, 2012; Payton et al., 2021). Patients do not always follow
their Western doctor’s orders, which results in worse health outcomes and lower patient
satisfaction (Holmes, 2006, 2012). Many Latinx migrant farmworkers tend to minimize their
pain: “Dr. Nelson, the CMO of the migrant clinic in Washington State stated that in response to
her question, ‘are you okay?’, many of her migrant patients often reply, ‘well, it all hurts, but
that’s just the way it is’” (Holmes, 2006, 2012). Sometimes, the clinicians’ biases cause them to
misinterpret these practices and “subtly blam[e]” their patients after making “ethnocentric
assumptions” about their traditional beliefs and the issues they face, such as substance abuse
(Holmes, 2006, 2012). This subtle discrimination does not go unnoticed by patients and affects
both the actual quality of care they receive, their perception of it, and their willingness to seek
care in the future: “from assumptions about him bending his knees ‘incorrectly’ to presumptions
of ethnic bodily predispositions,” physicians’ biases seeped into their treatment of one of the
migrant farmworkers observed, leading to worse quality of care perceived by this migrant
(Arcury & Quandt, 2007; Holmes, 2006, 2012; Payton et al., 2021; Yang & Hwang, 2016).

Patient perceptions of quality of care in Switzerland
When discussing quality of care, Fatima gave an overwhelmingly positive review of
Swiss healthcare, saying “la qualité de service médical est bonne” (the quality of medical
services is good). After being asked what difficulties she faced in navigating the healthcare
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system in Switzerland, she responded, “pas de difficultés” (no difficulties). However, she did
mention that during labor for her third child, the doctors made a medical error that caused her
“beaucoup de douleur et souffrance” (a lot of pain and suffering).
She reported rarely experiencing discrimination when interacting with healthcare
providers, describing them as “gentils” (kind). In the few times doctors did discriminate against
her, she felt that their change in behavior occurred after she told them that she did not have
health insurance.
El-Koutit described the idealistic view many migrants have about Switzerland, especially
when initially arriving in the country, and this optimistic perspective also pertained to healthcare
and the quality of care they would receive. Although these expectations may not always live up
to reality, El-Koutit said, “In general, many migrants are satisfied with the healthcare they
receive here. Most migrants feel that the doctors here are well-trained.”
According to El-Koutit, “the biggest complications occur when the migrant doesn’t
understand and speak French, especially because translators are often too expensive for migrants
to afford.” In these situations, children, if present, are asked to translate between the doctor and
their parents, which is a responsibility not fit for a child for ethical and practical reasons (B. ElKoutit, personal communication, April 14, 2022).
Misunderstandings are common among patients who cannot speak French (B. El-Koutit,
personal communication, April 14, 2022). For example, El-Koutit aided an undocumented
migrant who was pregnant and had gone to the hospital for pre-natal care (B. El-Koutit, personal
communication, April 14, 2022). The social worker at the hospital told the woman to give her
child up for adoption because she did not understand the migrant’s situation, and the woman was
not able to explain or push back against this recommendation due to her lack of French
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proficiency (B. El-Koutit, personal communication, April 14, 2022). As evidenced by this
situation, patients are more likely to be satisfied with their quality of care when they “can defend
themselves in French” (B. El-Koutit, personal communication, April 14, 2022).
Diverging from the overall positive view that Fatima and El-Koutit of migrant healthcare
in Switzerland, a 2018 study on the country’s undocumented migrants asserted that “the ability
to correctly diagnose mental health problems in migrants is frequently hampered by social,
cultural and structural factors influencing patient-doctor interactions” (Jackson et al., 2018).
Cultural misunderstandings in patient-doctor interactions often results in “difficulties trusting
doctors in Switzerland because of the latters’ tendency to point out their immigration background
as a potential cause of their illness” (Frahsa et al., 2020). This dismissal of patient concerns and
treatment “with less attention” lends itself to patient frustration and dissatisfaction with the care
they received (Frahsa et al., 2020).
El-Koutit highlighted a specific example of this cultural misalignment in physician
treatment of their migrant patients:
“I once helped a migrant woman who was raped in the war in her country, and her
husband took her to the hospital. She was seeking mental health and trauma treatment,
but in her culture, she could not discuss the violation of her body in front of her husband.
When the doctor came in, she was unable to speak with her because her husband was not
asked to leave. Doctors should be taught about important factors in culture that
necessitate specific steps to caring for people from different groups, such as separating
women from their husbands, so she can speak freely.”
El-Koutit called the hospital to request another appointment, during which the doctor would ask
the husband to step out of the room (B. El-Koutit, personal communication, April 14, 2022). This
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lack of cultural knowledge among physicians causes undue difficulty in migrants’ lives, and in
situations like this one, it may result in inability to receive vital care and perpetuation of the
health issue, leaving migrants dissatisfied with the services available to them (B. El-Koutit,
personal communication, April 14, 2022).
Like in the US, language barriers also constitute a significant part of the patient
perception of care: “Language problems cause difficulties in communicating with health care
providers, accessing and understanding health information, and eventually affect health status”
(Tzogiou et al., 2021). One in three migrants who were culturally different from Swiss people
“were at least sometimes not able to have doctors understand their health concerns,” while one in
three of this same migrant group “at least sometimes failed to understand the information
provided by the doctor” (Tzogiou et al., 2021).
The US and Switzerland both experience similar cultural and language barriers to high
quality migrant care. Although migrants and their advocates like El-Koutit call for more effective
cultural competency and anti-bias trainings and more widespread affordable interpreter services,
firsthand reports of migrant perception of care show that Switzerland’s migrants are more often
satisfied with the care they receive than American migrants. This finding indicates that the US
must put greater resources and attention towards ameliorating their quality of care for migrants,
but ultimately, both countries still have room for improvement.

Conclusion
In treating groups as vulnerable as migrants, it is important to carefully analyze the
barriers they face, both structural and interpersonal, with the current health policies in place to
take steps towards building a more efficient healthcare system with greater access to and quality
of care. The US and Switzerland are both considered to be high-income countries with strong
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healthcare systems, and both countries have a high proportion of migrants in their population
("Health," 2020; Ross, 2022).
This comparative analysis of the efficacy of each country’s migrant health policies and services
separately assessed access to and quality of care, using the following elements: inclusivity of
insurance policy, utilization patterns, NCD outcomes, and patient perceptions of care. The first
two measures were assessed as indicators of access to care, while the latter two were assessed as
indicators of quality of care although all four are very closely intertwined.
In the US, the very limited insurance assistance and public insurance programs are only
available to documented migrants who have resided in the US for at least five years. As a result,
migrants are disproportionately more uninsured in the US. In Switzerland, migrants are expected
to enroll in the basic health insurance benefits package before the three-month mark in their
residency in Switzerland, regardless of documentation status, and all migrants are eligible for
public assistance in paying for insurance. Although both countries still have structural and
behavioral barriers to enrolling in insurance, such as cost, language barriers, misinformation,
cultural misunderstandings, and the digital divide, Switzerland’s insurance and related health
policies seems much more conducive to higher insured rates among their migrant population,
regardless of documentation. However, ince Switzerland assumes a 100% insured rate and does
not measure their true one, it cannot be concluded that these Swiss policies promote better
insured rates and better access to care than those of the US.
These higher insured rates in Switzerland lead to greater primary care utilization among
migrants with about similar levels of care utilization between the migrant and citizen
populations. However, there are still reports of greater propensity to delay care or use the
emergency room, particularly for undocumented migrants. On the other hand, migrants in the US
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had much higher emergency and urgent care utilization paired with overall lower healthcare
utilization. Obstacles to greater primary care use and overall utilization of care are the same for
both countries—cost, work hours, misinformation, fear, and cultural norms, but the severity of
these challenges varies between countries. These utilization patterns indicate greater healthcare
access in Switzerland than in the US.
Contrary to the previous two factors, results from the health outcomes measure seemed to
suggest greater quality of care for migrants in the US than in Switzerland. Self-reported migrant
health was worse than that of citizens in Switzerland but better than that of citizens in the US.
Additionally, migrants in Switzerland had higher prevalence of the majority of NCDs observed
although these differences were generally not statistically significant, while the migrants in the
US had lower prevalence of all NCDs observed. It cannot be concluded that the US has better
quality of care than Switzerland based on its policies because there is significant literature on the
“healthy immigrant paradox” and the disproportionate worsening of migrant health with more
years spent in the US, which suggests the US health outcomes results may be biased.
Patient perception of care provided a clearer picture of quality of care, as migrants
directly stated their opinions on the care they received in interviews and ethnographies. Migrants
in Switzerland and the US discussed similar challenges like language barriers, cultural
misalignment in diagnosis and treatment, and rushed or inattentive physicians, but those in the
US felt very dissatisfied with care. Migrants in Switzerland had a far more positive view of care
services available to them with very infrequent complaints. As a result, it can be deduced that
quality of care is higher in Switzerland than in the US.
Based on these analyses of the health policies and services provided to migrants in the
US and Switzerland, Switzerland seems to have better policies and practices in place to protect
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the health of their migrant population. Switzerland seemed to have more inclusive insurance
policies, but the efficacy of these policies in insuring migrants cannot be confirmed due to lack
of insured rate data in Switzerland. Switzerland was more effective in preventing emergency care
overutilization and underutilization of care and had more positive migrant perceptions of and
experiences with care, while the US only had better NCD prevalence and self-reported overall
health outcomes among migrants, a result that does not represent a holistic view of reality.
Although Switzerland had better outcomes in this analysis, these results still show room for
improvement in both countries, as there are still significant structural and interpersonal barriers
that prevent truly equitable access to high quality care for all migrants in these two countries.
Countries may look to Switzerland’s healthcare policies and practices to build a
foundation for health equity among their migrant population, but more related research is still
necessary. Future research should conduct isolated data-driven studies analyzing the effects of
individual healthcare policies to identify exact policy recommendations for improved migrant
health.
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Appendix

Figure A1. Proportion of citizens (blue) and migrants (orange), respectively, who rated their
health as “Very good” or “Good”, “Fair”, and “Very bad” or “Bad” in Switzerland, 2017.
Data sourced from SHS 2017.

Abbreviation List
Affordable Care Act (ACA)
Association pour la Promotion des Droits Humains (APDH)
Consultation ambulatoire mobile de soins communautaires (CAMSCO)
Children’s Health Insurance Program (CHIP)
Health Resources and Services Administration (HRSA)
National Health Interview Survey (NHIS)
Non-communicable disease (NCD)
Swiss Health Survey (SHS)
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